Background: Anxiety and depression (A&D) are commonly reported among pregnant women from all over the world; however, there is a paucity of workable data from the developing countries including Pakistan. The current study, therefore, aims to find out the frequency and predictors of A&D among pregnant women attending a tertiary healthcare institutes in the city of Quetta, in the Balochistan province, Pakistan. Methods: A questionnaire based, cross-sectional survey was conducted. The pre-validated Hospital Anxiety and Depression Scale (HADS) were used to assess the frequency of A&D among study respondents. Anxiety and depression scores were calculated via standard scoring procedures while logistic regression was used to identify the predictors of A&D. SPSS v. 20 was used for data analysis and p < 0.05 was taken as significant. Results: Seven hundred and fifty pregnant women responded to the survey. The majority of the respondents belonged to age group of 26-35 year (424, 56.4%) and had no formal education (283, 37.6%). Furthermore, 612 (81.4%) of the respondents were unemployed and had urban residencies (651, 86.6%). The mean anxiety score was 10.08 ± 2.52; the mean depression score was 9.51 ± 2.55 and the total HADS score was 19.23 ± 3.91 indicating moderate A&D among the current cohort. Logistic regression analysis reported significant goodness of fit (Chi square = 17.63, p = 0.030, DF = 3), indicating that the model was advisable. Among all variables, age had a significant association when compared with HADS scores [adjusted OR (odds ratios) = 1.23, 95% CI = 1.13-1.62, p < 0.001]. Conclusion: Moderate A&D was reported among the study respondents. Furthermore, age was highlighted as a predictor of A&D. The evidence from this study provides a motion of support programs for anxious and depressed pregnant women. The benefits of implementing good mental health in antenatal care have long-lasting benefits for both mother and infant. Therefore, there is a need to incorporate A&D screening in the existing antenatal programs.
Background
Pregnancy and the transition to motherhood involve major physical and psychological changes in the expecting mothers. These changes can become linked to the development of anxiety and depression during the pregnancy [1, 2] . Furthermore, during this critical period, women often report lack of self-confidence and are susceptible to the untoward aspects of this major event in their lives. [3] . Although, majority of women often see pregnancy and motherhood as a means and a social indicator of self-fulfillment, quite a few of them view pregnancy negatively, mainly because of apprehensions and fears related to childbirth, and an inadequate preparation for the upcoming mothering responsibilities. [4] . Such negative perceptions can, regardless of the socioeconomic conditions, result in the development of clinical anxiety and depression (A&D) before and up to a year after childbirth, [3] .
Anxiety is characterized by an unpleasant state of inner turmoil, while depression is a state of low mood and aversion to physical activities that affects a person's thoughts, behavior, feeling and sense of well-being [5, 6] . Ante partum A&D is a major public health problem globally and A&D disorders are highly prevalent during pregnancy [7] [8] [9] . In comparison to men, women in reproductive age group are reported to have double the frequency of depressive illnesses [10] . Women who experience a depressive illness during their first pregnancy are at greater risk for developing repeat episodes of depression, not only during their subsequent pregnancies but for the rest of their lives [11, 12] . For the past few decades, A&D during pregnancy has achieved greater attention as a possible risk factor for the development of postnatal complications with adverse infant outcomes and poor mother-baby bonding [13] .
The prevalence of A&D during pregnancy varies from 10 to 20% in developed countries and is rated as the most established psychiatric disorders during pregnancy [14] [15] [16] [17] . This empirical data authenticates that mood state, neuro-endocrine and immune system may play a critical role in the reproductive outcomes and fetal development [18] . Unfortunately, mental health is not acknowledged and has not received enough attention in developing countries [19] . The World Health Organization reported that almost one-in-three to onein five pregnant women experiences a significant mental health problem in the developing countries [20] . Furthermore, it was also reported that such high rates of A&D were because of poor socio-economic development of the population, physical and psychological abuse and violence, and paucity of good health care delivery systems especially the mental health facilities [20] .
Higher rates of A&D are reported from the developing countries. A prevalence of 29% (ante partum anxiety) and 18% (ante partum depression) was reported from a population-based study in rural Bangladesh [21] . Among the South Indian women, prevalence of depression during the last trimester was found to be 16% [22] . A study conducted in an urban area of Pakistan reported that 18% of the pregnant women were anxious and depressed during their pregnancies [23] . Another study conducted at the antenatal clinic of a teaching hospital in Lahore, Pakistan reported that 25% of the women suffered from depression and 34.5% from anxiety during their pregnancy [24] . It is obvious from these studies that pregnancy related A&D is highly prevalent in the developing countries.
A number of factors related to the development of pregnancy associated A&D have been reported in the literature [25] [26] [27] . Where Lancaster and colleagues reported stress, lack of social support and domestic violence as significant predictors of A&D during pregnancy [28] , Kazi et al. reported increasing age and lower educational levels to be significantly associated with A&D with pregnancy [29] .
To the best of our knowledge, A&D during pregnancy has not been reported from rural parts of Pakistan. Keeping in view that A&D rates are high in urban areas, we hypothesize that severity of A&D would be higher in the remote areas of Pakistan. Consequently, this study aims to explore the frequency of A&D among pregnant women attending public healthcare facilities in a lowincome region, particularly Quetta, Pakistan. This explorative study also aims to identify the predictors of A&D among pregnant women.
Methods

Study design, settings and duration
A cross-sectional, observational study was planned for this research. Pregnant women attending Gynecology Out Patient Departments (OPDs) for their routine antenatal checkups at four different tertiary care hospitals namely Sandeman Provincial Hospital (SPH), Bolan Medical Complex Hospital (BMCH), Mohtarma Shaheed Benazir Bhutto Hospital (MSBBH) and Sheikh Khalifa Bin Zayed Hospital (SKZH) were targeted for data collection. These four hospitals are the biggest government hospitals of Quetta city and provide major healthcare facilities to the general population. The Obstetrics and Gynaecology (O&G) departments are well established in these hospitals, and all facilities and modern machinery are available. The total number of deliveries in the year 2015 at all four institutes were 23,236. Bolan Medical Complex Hospital shared the burden with 12,238 deliveries followed by SPH with 10,959 deliveries. Sheikh Khalifa Bin Zayed Hospital had 106 while MSBH had 43 deliveries. The study was conducted from August 2015 to July 2016.
Study tool
The Hospital Anxiety Depression Scale (HADS) was used to determine A&D in the current cohort of the respondents. The HADS was originally developed by Zingmond and Snaith and is commonly used to determine the level of A&D among pregnant women. The HADS is a fourteen itemed scale that generates ordinal data whereby seven items relate to anxiety and seven items are related to depression. Each item scoring is 0-3 and the score for the entire scale ranges from (0-42) with high scores indicating higher A&D among the respondents [30] . The HADS has been thoroughly evaluated for cultural and standard validity in Pakistan [31] . Therefore, validated HADS in Urdu language (Language Franca) was used for interviewing our participants [32] . However, a pilot test was conducted before starting the official survey to ensure validity, logical sequence of questions, understanding and to establish a suitable time frame for the interview. The questionnaire was tested on 20 pregnant women and data were not included in the final analysis. The Cronbach alpha was used to assess the internal consistency of the research tool. The tool was declared reliable with alpha value of 0.80.
Simple size and inclusion criteria
Pregnant women aged 15 years and above and having ability to communicate in Urdu (Language Franca) were targeted for the study. Patients having a previous history of A&D, on antidepressants for any other reasons, immigrants and not willing to participate were excluded from the study.
Determination of the sample size was carried out to ensure the minimum number of the respondents needed to be a representative sample of the whole population of Quetta city. By using a population based method through a double design effect, seven hundred and eighty four respondents were targeted for the study [33] . The figure (n = 784) was based on 95% confidence interval, 5% margin of error and 10% of dropout added to the final sample.
Data collection and analysis
In addition to HADS, a structured questionnaire was used to get basic information about the respondents, including socio-demographic parameters and other relevant information. All respondents were interviewed in a private area. To avoid bias, family members of the respondents were not allowed to participate or intervene during the interview. The responses were coded and analyzed by using IBM Statistical Package Social Sciences (SPSS) v. 20.0. The Kolmogorov-Smirnov (KS) test was used for normality assessment and non-normal tests were used accordingly. Descriptive analysis was conducted whereby frequencies and percentages were used to describe demographic characteristics. The HADS was scored by using recommended methods of the developers. The Chi Square test was used to determine the association among study variables while logistic regression was used to identify predictor of A&D in our study respondents.
Results
Demographic characteristics of the study respondents Table 1 shows the demographic characteristics of the study respondents. Seven hundred and fifty two women participated with a response rate of 95.1%. The majority Table 2 presents respondents' response towards HADS. Four hundred and ninety (65.2%) respondents felt tensed from time to time. When participants were asked about being feeling cheerful during pregnancy, three hundred and ninety one (52.0%) responded as 'not often'. Four hundred and twenty six (56.6%) respondents felt 'not very much' restless when they have to be on move while 252 (60.1%) respondents stated that they often felt sudden pain during pregnancy. Tables 3 and 4 shows association among demographic and study questions. Respondents were asked about their feeling of getting tensed and wound up during pregnancy whereby age (p < 0.001) and number of children (p < 0.0011) were significantly associated with the statement. Furthermore, the Cramer's V reported weak positive association between the two variables (φc = 0.192 and 0.180 respectively). Those participants who felt cheerful during pregnancy had age (p = 0.006), monthly income (p = 0.001), and number of children (p < 0.001) associated with the question and had moderate positive effect size (φc = 0.215, 0.225 and 0.213 respectively). When respondents were asked about their feeling of getting sudden panic during pregnancy, a weak positive association was reported as monthly income (p = 0.001) and age (p = 0.007) were significantly associated with the statement (φc = 0.198 and 0.167). Furthermore, those participants who were enjoying a good book or radio and T.V program during pregnancy reported to have significant association with age (p = 0.003, φc = 0.212), education (p < 0.001, φc = 0.243) and monthly income (p = 0.004, φc = 0.245). Although there were some other significant associations (Table  3) , the effect size was too little to produce a significant outcome of the model. For other variables, no association was reported among other variables and study questions.
Logistic regression was used to identify the predictors of A&D. The HADS scores were dichotomized into 'with stress/anxiety' and 'without stress/anxiety'. The model was reported as acceptable with high significant values (Chi square = 17.63, p = 0.030, DF = 3) with capability of 23.0-32.2% of the total variance explained. Among all variables, age shaped as a predicting variable against A&D (adjusted OR = 1.23, 95% CI = 1.13-1.62, p < 0.001). The model explained that an increase of 1% in age was associated with an increase of 1.23 in A&D provided all other variables remain constant. 
Discussion
The objective of the current study was to highlight the frequency and predictors of A&D among the current study respondents. In our study, 752 pregnant women participated with a total HADS score of 19.23 indicating A&D being moderately prevalent during pregnancy in Quetta city, Pakistan.
Frequency of A&D
The rates of A&D during pregnancy vary around the globe, but as expected, it is higher in the developing nations [34] . A higher rate of A&D among pregnant women in Pakistan is reported in the literature [35] . A study conducted in antenatal clinic of a teaching hospital in Lahore, Pakistan reported that 25% of women suffered from depression and 34.5% from anxiety during pregnancy [24] . Rozina and colleagues in their study reported from Hyderabad, Pakistan concluded that 18% of the study participants were anxious and depressed during pregnancy [36] . In comparison, studies from the developed countries reported lower prevalence of A&D during pregnancy. For example, a nationwide survey conducted in the USA from 1996 to 2006 reported that prevalence of antenatal anxiety and depression in ten years was 7.8% [37] . Gaynes and colleagues in their systematic review of 109 articles reported 13% of pregnant women to suffer from major/minor depression [38] , while a higher prevalence of depression (20%, according to the Beck Depression Inventory) and anxiety (60%, according to the State-Trait Anxiety Inventory) among pregnant women in Sao Paulo, Brazil in 2007 was also reported in the literature [39] . Furthermore, in the comparison of antenatal depression among Pakistani and Canadian women, Mahboob et al. found a higher prevalence of antenatal depression among Pakistani women (48%) when compared with 31% of Canadian aboriginal [40] .
Predictors of A&D
The other part of the study examined the different responses to the questionnaire based on seven sociodemographic variables. Though the responses were different from women belonging to different socioeconomic groups having varying levels of education and different number of children, age of the pregnant women was shown to be the most significant predictor for the development of A&D. This was also shown in another study conducted at Karachi, Pakistan, where increasing age was associated with increasing A&D in women [29] of the reproductive age group, pregnant and otherwise [41] . Our findings are also supported by another study conducted in China. The authors declared 30 years of age as a maximum to explore, because an increase in age influenced the level of A&D in pregnant women. Pregnancy in women aged more than 35 is perceived as highly risked that can lead to complications [42] . On the contrary, high rates of A&D among pregnant women aged less than 30 years is also reported in the literature [43] which is also supported by the findings of Pigott and colleagues [44] . Age is an important variable and an antenatal educational campaign must consider this variable before designing a learning program for the pregnant women. Our study reported that unemployed women were more depressed during pregnancy. Unemployed women lack economic support and have a lot of free time to think about their pregnancy. Social support mechanisms serve as assistance in improving adaptation and emotional stability. It is reported that as social support increases psychological stress decreases [45] . Hence, we can conclude that pregnant women having low levels of social support experience higher rates of A&D. This Mean anxiety score was 10.08 ± 2.52, mean depression score was 9.51 ± 2.55 and total HADS score was 19.23 ± 3.9 indicating moderate anxiety and depression among the current cohort conclusion is supported by our study results as employed women were less depressed than unemployed women during their pregnancy. Employment yet again was mentioned as a strong protective factor against major depression in pregnancy [46] , which however is not supported by the current study results.
Studies from the developed world report higher frequency of psychiatric disorders among urban populations when compared with rural [47] . Findings from the current study reveal that 86.6% urban pregnant women were suffering from A&D. This may be explained by the unique environmental factors that pregnant women are exposed to in urban areas of developing countries. Firstly, there is a wide variation in the standards of living among the urban communities in developing countries. Secondly, even in some urban areas of Pakistan, there is lack of several basic facilities, including good healthcare services, clean drinking water, sanitation, and uninterrupted heating and power supply. The women in the rural areas on the other hand are less involved in important decision making and hence supposedly less exposed to the day to day stresses of life. It is hypothesized that rural pregnant women generally suffer less from A&D.
In our study those women were more depressed and anxious; whose number of children was 1-5. They may be depressed due to unplanned pregnancy or poverty may be a common source of A&D for pregnant women. One study conducted in Peshawar, Pakistan also reported a direct association between poverty and depression [48] .
Conclusion
The HADS score indicates moderate anxiety and depression among the current cohort from the region of Quetta, Pakistan. The evidence from this study provides a motion for starting effective social support programs for anxious and depressed pregnant women. A comprehensive health promotion program regarding maternal mental health should be introduced, on one hand to the pregnant women in antenatal clinics and on the other, to the public in the community. Legislatures and policy makers must setup strategies in place which should effectively transfer the required knowledge and awareness to the pregnant women, their husbands, families and friends so that they can understand the early warning signs and symptoms of A&D and thus prevent its adverse outcomes for the betterment of the whole community. 
